SUNMMARY OF BENEFITS

MasgaanuaETTe This health plan includes & tigred provider network called HMO Blue Omtions v.5.
el Mernbers in this plan pay differant levels of cost share (copayrnents, coinsurarnce,

- and/or deductibles) depending on the benefits tier of the provider furnishing the
services, A provider's benefits tier may change. Overall changes to the benalits tiers of
providers will happen no more than once each calendar year. For help in finding the benefits
tier of a provider, visit the online provider search tocl at wwwibluecrossima.com/findadoctor
and search for HMO Blue Options v.5.

1A

his health plan meets Minimum Creditable Coverage Standards for Massachusetts residents that went into
affect January 1, 2014, as part of the Massachusetts Health Care Reform Law.

An Assoglatlon af Independent Blue Cross and Blug Shisld Plang



Your Care

Within the HMO Blue Options v.5 nctwork, hospitals and groups of
primary care providers (PCPs) are ranked into three benefits tiers based
on cost and nationally accepted quality performance criteria selected by
Blue Cross Blue Shield of Massachusetts.

Where you receive eare will determine vour out-of-pocket costs for
most services under the plan. By choosing Enhanced Benetits Trer
providers each time you get hospiral or PCP care, you can generally lower
your out-of-pocket costs,

» Enhanced Benefits Tier—Includes Massachusetts hespitals and
PCPs that meet the standards for qualicy and low cost relative to our
benchmark. You pay the lowest out-of-pocket costs when you choose
providers in the Enhanced Benefits Tier

&

Standard Benefits Tier—Includes Massachusetts hospitals and PCPs
that meet the standards for quality and are moderate cost relative to

our benchmark, This benefit tier includes hespitals that do not mect
the standards for quality but are low or moderate cost relative to our
benchmark. You pav mid-leve! out-of-pocket costs when you choose
providers in the Standard Benefis Tier. Alse includes providers without
sufficienc data for measurement on one or both benchmarks. To ensure
members have provider access in certain geographic arcas, the Standard
Benefits Tler includes some providers whose scores would othenvise
put them in the Basic Benefits Tier,

Basic Benefits Tier—Includes Massachusetes hospitals that are high
cost relative to our benchmark, Also includes primary care providers in
Massachusetts who do not meet the standards for quality and/or are high
cost relative to our benchmark, You pay the highest out-of-pocket costs
when you choose providers in the Basic Benefits Trer,

Note: Primary care providers were measured based on rtheir HMO
patients as part of their provider group, and hospitals were measured
based on their individual facility performance. Provider groups can be
composed of an individual provider, or a number of providers who practice
together, Tier placement is based on cost and quality benchmarks where
measurable dara is available, Providers without sufficient data for either
cost or guality are placed in the Standard Benefits Tier, Providers that do
not meet benchmarks for onc or both of the domains and hospitals that
use nonstandard reimbursement are placed in the Basic Benefits Tier.

It is important to consider the tier of both your primary care provider

and the facilicy where your provider has admitting privileges before

you choose a PCP or receive care, For example, if vou require hospital
care and your Enhanced Benefits Tier PCP refers you to an Enhanced
Benefits Tier hospital, you would pay the lowest cost sharing for both
your PCP and hospital services. Or, if your Enhanced Benefits Tier PCP
refers you to 4 Basie Benefits Tier hospital for care, you will pay the lowest
copayments for PCP services, but the highest copayments for hospital
services, except in an emergency.

Your Primary Care Provider (PCP)

When you enroll in Network Blue, you must choose a primary care
provider, Be sure to choose a PCP who can accept you and your

family members and whe participates in the network of providers in
Massachusetts. For children, you may choose a participating network
pediatrician as the PCP

For a list of participating PCPs or OB/GYN physicians: visit the Bloe
Cross Blue Shicld of Massachusetts website at www.bluecrossma,com,
consult the Provider Directory; or call the Physician Selection Service at

1-800-821-1388,

If you have trouble choosing a doctor, the Physician Selection Service can
help. They can give you the doctor’s gender, the medical sehool she or he
attended, and whether there are languages other than English spoken in
the office.

Referrals You Can Feel Better About

Your PCY? is the first person you call when you need routine or sick care.
If your PCP decides that you need to see a specialist for covered services,
your PCP will refer you to an appropriate network specialist, who is likely
affiliated with your PCP’s hespital er medical group.

You will not need prior authorizatien or referral to sce a MO Blue
network provider who specializes in OB/GYN services. Your providers
may also work with Blue Cross Blue Shield of Massachusetts regarding
referrals and Utilization Review Requirements, including Pre-Admission
Review, Concurrent Review and Discharge Planning, Prior Approval

for Certain Qutpatient Services, and Individual Case Management.

For detailed information about Utilization Review, see your

benefit description.

Your Oui-of-Pocket Maximum

Your out-of-pocket maxinum is the most that you could pay during a
plan vear for copayments and coinsurance for covered services. If you
are not sure when your plan vear begins, please contact Blue Cross
Blue Shield of Massachusetts, Your out-of-pocket maximum for
medicul benefics is $2,500 per member (or $5,000 per family). Your
out-of-pocket maximum for preseription drug benefits is $1,000 per
member (or $2,000 per family).

Emergency Care

In an emergency, such as a suspected heart attack, stroke, or poisoning,
vou should go directly to the nearest medical facilicy or call 911 (or the
local emergency phone number), You pay a copayment per visit for
emergency reom scrvices. T'his copayment is waived if you are admitted
to the hospital or for an observation stay. See the chart on the epposite
page for vour cost share. Additionally, because vou may not have a choice
during an emergency, if you arc admitted for an inpaticnt stay trom the
emergency room, vou wiil be responsible for an Enhanced Benefits Tier
copayment regardless of the tier of the hospital, Any follow-up care must
be arranged by your PCP,

Service Area

The plan’s service area includes all cities and towns in the
Commonwealth of Massachusctts. Sec your benefit description
for exact service area details,

When Outside the Service Area

If you're traveling outside the service area and you need urgent or
emergency care, you should go to the nearest appropriate health care
facility. You are covered for the urgent or emergency care visit and one
follow-up visit while outside the service area. Any addidonal follow-up
rare must be arranged by your PCE Sce your benefit description for
more information,

Dependent Benefits

This plan covers dependents until the end of the calendar month
in which they wirn age 26, regardless of their financial dependency,
student stacus, or employment status. Sce your bencfit deseriprion
(and riders, i any) for exact coverage details.



Your Medical Benefits

Preveritive Care

Well-child care visits Nothing Nothing Naothing
Prevertive dental care for children under age 12 Nothing Nothing Nothing
{ona visit each six months)

Routine adult physical exams, including related tesis Mothing Nething Nothing
Routine GYN exams, including related iab tests Nothing Nothing Nothing
{one per calendar year)

Routine vision exam (one per calendar year} MNothing Nothing Nothing
Family planning services—oftice visits Nothing Nothing Nothing
Hearing Benefits

Reutine hearing exams Mothing Mothing Nothing

Hearing aids {up to $5,000 per ear every 36 months)

All charges beyond the
benefit maximum

All charges bayond the
benefit maximum

All charges beyond the
benefit maximum

Quipatient Care
Emergency room visits

$100 per visit
(waived if admitted or for
chsenvation stay)

$100 per visit
(waived if admitted or for
chservation stay)

$100 per visit
{waived if admitted or for
observation stay)

Gffice visits, when performed by:

* Your PCF network nurse practitioner, or nurse $10 per visit $15 per vistt $20 per visit
midwife (biléd by PCP)

- Network nurse practitioner or nurse midwife $15 per visit $15 per visit $15 per visit
{not billed by PCP)

+ Other network providers $25 per visit $25 per visit $26 per visit

Mental health and substance abuse treatment $10 per visit $10 per visit $10 per visit

Chiropractars’ office visits $15 per visit $15 per visit $15 pervisit

{up to 20 visits per calendar year)

Short-tarm rehabilitation therapy—physical and $16 per visit $15 per visit $15 per visit

occupational {up to 90 visits per calendar year®)

Speech, hearing, and language disorder treatment— | $15 per visit $15 per visit $15 pervisit

speech therapy

Home health care and hospice services Nothing Nothing Nothing

Oxygen and equipment for its administration Nathing Nothing Nothing

Prosthetic devices 20% colnsurance 20% coinsurance 20% coinsurance

Durable medical equipment—such as wheelchairs, Nething Nothing Nothing

crutches, and hospital beds

Surgery and related anesthesia, when performed in:
+ An office setting: PCP/Cther network providers
+ Hospital and other day surgical facility services

$10 per visit"/$25 per visit™
$1850 per admission

$15 per visit™/$25 per visit™
$150 per admission

$20 per visit™/$25 per visit™
$150 per admission

Diagnostic X-rays, lab tests, and other tests,
excluding CT scans, MRIs, PET scans, and nuclear
cardiac fmaging tests

Nothing

Nothing

Nothing

CT scans, MRIs, PET scans, and nuclear cardiac
imaging tests

$100 per category of test per date
of service

$100 per category of test per
date of service

$100 per category of test psr
date of service

tnpatient Care (and maternity care)

General hospital care $200 per admission $400 per admission™ $400 per admission™
{as many days as medically necessary)

Chronic disease hospital care $200 per admission $200 per admission $20G per admission
{as many days as medically necessary)

Mental hospital or substance abuse facility care $200 per admission $200 per admission $200 per admission
{as many days as medically necessary)

Rehabilitation hospital care Nothing Nothing Nothing

{up to 60 days per calendar year)

Skilled nursing facility care Nothing Nothing Nothing

{up to 45 days per calendar year)

' Na vigit Iimit applies when shori-lerm rghabilitation therapy is furnisned as part of covered home nealth care or for the treatment of awtlsm spectrum disorders,

* Copayment waived for restorative dental services and orthodondic treatment or prosthelic management therapy tor members under age 18 to treat conditions of cleft lip and clett palate,

" This cost share applies to mental health admissions In & general hogpital,



At designated retail pharmacies $10 for Tier 1 $10 for Tier 1** $10 for Tler 1%
{up ta a 30-day formulary supply for each prescription or refil) $25 for Tier 2 $25 for Tier 2 $26 for Tier 2
$50 for Tier 3 $50 for Ter 3 $50 for Tier 3
Through the designated mall service pharmacy $20 for Tier 1™ $20 for Tier 1™ $20 for Tier 17
{up to & 90-day formulary supply for each prescription or refill) $50 for Tier 2 380 for Tier 2 350 for Tier 2
$110 for Tier 3 $110 for Tier 3 $110 for Tier 3

* Tier 1 generally refers to generic drugs; Tier 2 generally refers to preferred brand-name drugs; Tier 3 refers to non-preferred drugs.

* Cost share walved for certain orally-administered anticancer drugs.
*** Cost share walved for birth controi,

Get the Most from Your Plan

Visit us 4t wyww.bhluecrossma.com/membercentral or call 1-808-782.3675 te lcam about discounts, savings, resources, and special programs

available to you, like those listed below.

Weliness Participation Program

Reimbursement for a membership at a health club or for fitness classes
This fitness program applies for fees paid to: privately-owned or privately-sponsored health clubs or filness facilities,

including individual health ciubs and fitness centers; YMCAS; YWCAS; Jewish Community Centers;
and municipal fitness centers, (See your benefit description for details)

Reimbursement for participation in a qualitied weight loss program

This weight loss program applies for fees paid to! a qualified hospital-based weight loss program or a

Blue Cross Blue Shield of Massachusetts designated welght loss program, (See your benefit description for details.)

$180 per calendar year per policy

$180 per calendar year per policy

Biua Care Line™—A 24-hour nurse line to answer your health care questions—call 1-888-247-BLUE (2583)

No additional charge

Questions?

For questions about Blue Cross Blue Shicld of Massachusezts, call 1-800-782-3675, or visic us ontine at www bluecrossma,com.

Interested in receiving information frem us via e-mail? Go to wwww.bluecrossma.com/email to sign up.

Limitations and Exclusions. These pages summarize the benetits of your health care plan, Your henefic deseription and riders define the full rerms and
conditions in greater detail, Should any questions arise concerning henefits, the benefit deseriptinm and riders will govern. Some of the services not covercd ares

cosmetic surgery; custodial care; most dental care; and any services covered by workers” compensatdon, For a compiete list of limitations and exclusions, refer to your

benefic description and riders.

Note: Btue Cross and Blue Shicld of Massachuserss, Ine, administers claims payment only and does not assume financial risk for claims,

@ Registerad Marks of the Blue Gross and Blue Shield Assoolation. SM Sorvice Marks of the Blua Crass and Blue Snjeld Associalian.

84’ Service Marks of Blue Cross and Blue Shield of Massachuselts, inc., and Blue Cross and Blue Shisld HMO Blue, Inc.

© 2016 Blus Cross and Blue Shield of Massachusetts, Inc.
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Network Blue Options v.5
zevvs  sumimary of Benefits and Coverage: What thls Plan Covers & What it Costs

Coverage Period: on or after 07/01/2016
Coverage for: Individual and Family | Plan Type: Managad Tiered

Thls Is only a summary If you want more detall about your coverage and costs, you can get the complete terms in the policy or plan document at
hitp:fwww.emiia, org/health-and-dental-insurance or by calling 1-800-782-3675.

What is the overall

deductlble?

Arethere other
deductibles for speclflc
services?

| $0

Is there an out-of-

pocket limit on my
expenses?

| Yes. For medical benefits, $2,500
| member / $5,000 family; and for

See the chart starling on page 2 for your costs for services this plan covers.

“No.

You don't have to meet deductibles for specmo senvices, but sea the chart starting on page 2 for
other cosls for services this plan covers,

prescription drug benefits, $1,000
membsr / $2,000 famity,

What is not included in
the ouf-of-pocket limit?

Does this planusea
network of providers?

and health care this plan dossn't
COVEL,

Premiums, balance-billed charges, |

The out-of-pocket limit is the most you could pay during a coverage period (usually one vear) for
your share of the cost of covered services. This limit helps you plar: for health care expenses.

Even though you pay these expenses, they dor't count toward the out-of-pocket limit.

Yes. See
www.bluacrossma.com/findadoctor
or call 1-800-821-1388 for a list of
network providars,

Do | need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

Yes,

of grevider

If you use an in-network dostor or other health care provider, this plan will pay some or all of the
costs of coverad services. Be aware, your in-netwark doctor or hospital may use an out-of-network
provider for some services. Plans use the term in-network, preferred, or participating for
providers in their network. See the chart starting on page 2 for how thls plan pays different kinds

This plan will pay some or all of the costs to see 2 5 ge'ciéliet'i‘efeovered services but enly if you
have the plan's permlssmn before you ses the gecialas

Yes.

Questions: Call 1-800-782-3675 or visit us at www. bluscrossma.com,

If you aren't clear about any of the underlined ferms usad in this form, sea ths Glossary. You can view the

Some of the services this plan doesrvt cover are listed on page 7. See your policy or plan
document for addifional information about gxcluded services. -

10f8
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Glossary at www.bluecrossma.com/sheglossary or call 1-800-782-3675 to request a copy.




. ogavment ‘are fixed dollar amounts {for example $18) you pay for covered health care, usually when you receive the service.

+ Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount (or provider's charge if it is less than the allowed . |

amount) for the service. For example, if the plan's allowed amount for an overnight hespital stay is $1,000 (and it is less than the provider's charge), your ;
" goinsurance payment of 20% would be $2G0. This may change if you haven't met your deductible, i

» The amount the plan pays for coverad services is based on the allowed amount. If an out- of-network provider charges more than the allowed amount, you
may have to pay the difference. For example, if an out-of-nelwork hespital charges $1,500 for an overnight etay and the allowed amount |s $1,000, you may
have to pay the $500 difference, {This is ¢alled balance billing )

+ This plan may encourage you i use in-network enhanced benefits fier providers by charging you lower deductibies, copayments and coinsurance ‘ s
amounts. {If you are sligible to elect a Health Reimbursement Account (HRA), Flexible Spending Account {FSA) or you have elected a Health Savings Account l
{HSA), you may have access to additional funds to help cover certain put-of-pocket expenses such as copayments, coinsurance, deductibles and costs. -

related to services not otherwise covered.) ] ] ] ‘ i

$20 / visit

Prifnéry care visitto ieal n injury r '$ 1‘5 1 yisit

_ : $10 / visit Not covered3 - 1iONg -

L _Spemahst VISI’[ $25/ visit $25 / visit $25./ visit | Not cove_[ed o e-nong--
: - $15/ $15/ $15/

Qrovnder ofﬂce or clml Other practitionar office visit . ohiropractor | chirapractor | chiropractor | Not covered ‘ L‘mjsgetz di?\;:gf per

visit visit visit

GYN exam limited to one exam'
R _per calendar year

x rayJ blood work} . Mo charge No charge No charge Not covered - nong ---

' Copayment applies per

category of test / day; pre-

autherization required for
certaln services. .

Prevent Ive carefecreemngflmmunlzahon Nocharge | Necharge No charge | No covered

!

4

4 Imaging (CT/PET scans, MRIs) $100 $100 $100 Mot covered ]
' |
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prescription drag’
goverate is available at

_.ecErcaticms

uneed drugs to treat
rillness or condltlon

WA, bluecrossma comlm

Generic drugs

Preferred brand drugs

Specialty drugs

center)

Emergency room services

Physician/surgeon fess

] Emergenoy med cal {ransportatlon

Facility fég (eg ambulatory surgery

-4 Urgent care

Up lo 30-day retai (90-day
$10/ retail $10/retall | $10/retall mail service) supply; cost
supply or $20/ | supply or 820/ supply or $20 Not coversd i share may be waived for
mail service | mail service  / mail service cerlain covered drugs and
supply supply supply supplies; pre-authorization
T required for certain drugs
Up to 30-day retall (90-day
i §25/ retal $25 /ralall | $25/retall | mail service) supply; cost
1 supply or $50 /| supply or $50/ | supply or $50 | Not coverad share may be walved for
t mall servica | mall service | /mail service | certain coverad drugs and
supply supply supply ¢ suppiies; pre-authorization
I B ' B S requiredfor certain drugs -
Up to 30-day retail (90-day
$50 / retail $50 / vetail iig / Ir e’garrl mail service) supply; cost
supply or $110 | supply or $110 %1 1%plymaii Nol covarad share may be waived for
mail service | /mail service . cerain covered drugs an
{ mail servi ! mall servi Service rtai dd d
supply suppl supplies; pre-authorization
y supply
o P ‘ required for certain drugs |
r [ Applicable :
?fg';?g:g 'sggfﬁgz costshare | When obtained from a
(generic (generic "1 (generic, Not covered designated specia]ty '
p?efer e d oraferre d preferred, pharmacy; pre-autraonzatren :
non- preferred) non- preferred) required for cerraan drugs .
*$150/ ' $1 50 I Not‘;\rere d Prre—authorization required for
| admission | admission admission ~certain services
Pre-authorization reguired for
| Mocharge | Nocharge | Nochage |MNoteovered | cetan senvioos
- - Copayment waived f admitted
_ $10£ ﬂsn _ $100/ visit B $10@i vrsrt 1 $100 / visit or for observation stay
__Nocharge No charg@_m_m Ne charge No charge - NN ---
$25/vel | §25/vish | S251ust | §25 /v Outof-network coverage

_limited 1o aut of service arsa
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| Physicianisurgeon fee

behavioral health, or "

substance abuse needs .

u H_'aVeirrié_hféi Héatth, :

fservices

1 services

.y services

- . $20 5400/ | $400/ o
- faoelatyﬁee{e.g.) hospital room_)_m admission admission | admission Nolcovered Pre—authorfi.ation required
No charge Nocharge | Nogharge | Notcovered | — Pre-aulhorization required
-5 Mental/Behavioral heaith outpatient $10 /visit $10/ visit $10/visit | Not covered Pre—aulhor};atlon rgqmredfor_
I T N certain services
$200/
$200/ o :
$_2OQ/ admission for admission for
admission for mental mental
mental i hospitals or
| Mental/Behavioral health inpatient hospitaisor | ORISR ST 1 subsiance
eniavee o substance abuse abuse Not covered ©  Pra-authorization required
abuse - . facliies;
s facilities; $400 ’
%faoltm_es,‘ $200 ! admission for $4O.0"
+ / admission for general admission for
hospltals hospilals gengraﬁ
e TN ] hospitals R
*1 Substance use disorder ouipatient o - y i | Pre-authorization required for
Osevioes 1 S0ndsit o §10Rast | SI0/visit  Notoovored | oertain senices
$200/
$200/ $200/ L
admission for | admission for adrmsésrl?; for
mental mental i
i i i hospitals or
hespitals or | hospitals or | substance
Substance use disorder inpatient substance substance | Pre-authorization required for
! abuse Not covered : ‘
J abuse abuse facilities: certain sarvices
i facilities; $200 | facilities; $400 $400 f’
/ admission for | / admission for L
admission for
general general general
_ | fostels | hospls | pougrs | .
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Prenatal and posinatal carg

No Char

chm) charge

No charge _

Not covered

b i s $200/ TR
you are pregnant Delivery and all inpatient services admission and | admission and and no Not covered e TIONG e
: : no charge for | no charge for charge for
o § di'j}’e“’ deliery delivery -
i Home health care . Nocharge | MNocharge ! Nocharge | Notcovered | Pre-authorization required
; Limited to 90 visits per
calendar year (other than for
e _— . - . L autism, heme health care, and
: _.: Rehabilitation services $15 7 visl $15/ visit 3156/ visit Not covered speech therapy); pre-
: authorfzation required for
e certain services
Rehabilitation therapy
coverage limits apply; cost
S share and coverage limits
“+ Habilitation services §15 / visit $157 visit $15/visit . | Notcovered | waived for early intervention
: ! services for eligible children; -
| E { pre-authorization reguired for
A G| certainservices
] Limited to 45 days per
Skilled nursing care No charge No charge No charge | Not covered calendar year; pre-
L I R R autherization required
5 Durable medical equipment i Nocharge | Nocharge | Nocharge | Notcovered — nonhe --
o . ‘ { Pre-authorization required for
.- Hospice sgmce No charge Mo charge Nc fha.rgg Not covered cerlain Services
o ; Limited to one exam per
- jfeenn ochae | Nchage | Nochee | olanersd | Tty
T T (Gl aseng Notcovered | Notcovared | Motcovered | Motcovered —none-—
If your-child needs R A ‘ — :
OF BYE Gare L : Limited fo children under age
Areygcare - 12 {every 6 months} and under
. o Dental check-up N_q ch.arge Mo charge No charge | Not covered age 18 with a cleft palate / cief
I T } _lip condifion
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list, Check your policy or plan document for other excluded services.)

»  Acupunciure « Dental cars (adult) o Private-duty nursing
« Children's glasses s Long-term care
+ Cosmelic surgery + Non-emergency care when travaling cutside the

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these sérvices,)' o

= Bariatric surgery + Infertility treatment « Weight loss programs ($150 per calendar year
« Chiropracfic care {20 visits per calendar year) « Reoutine eye care - adult (one exam per calendar per policy}
+ Hearing aids {($5,000 per ear every 38 months) year)
« Routine foot care {only for patients with systemic
circulatory disease)
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Your Rights to Continue Coverage:

If you fose coverage under the plan, then, depending upon the gircumstances, Federal and State laws may provide proiections that allow you to keep health coverage. Any
such fights may be limited in duration and will require you to pay 2 premium, which may be significantly higher than the premium you pay while covered under the plan,
Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact your plan sponsor. Note: A plan sponsor is usually the member's empleyer or organization that provides
group health coverage to the member. You may also contact your state insurance department, the U.S. Department of Lakor, Employes Benefits Security Administration at

Your Grievance and Appeals Rights:

If you have a complaini or are dissatisfied with a denial of coverage for claims undar your pfan, you may be able fo appeal or fils a grievance. For questions about your
rights, this notice, or assistanue, you can contact the Member Service number listed on your 1D card or contact your plan sponsor. Note: A plan spensor is usually the
member's employer or organization that provides group health coverage to the member.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage.” This plan or policy dees provide
minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefils of a health plan. The minimum value standard is 50% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides.

Language Assistance

To obtain language assistance, please call the toll-free Member Service number on your ID card,

SPANISH (Espafiol); Para obtener asistencia en espafiol, ame al niimero gratuito de Servicio de Atencidn al Miembro que figura en su tarjeta de identificacién.
TAGALOG (Tagalog): Kung kailangan ninyo ng tulong sa Tagalog tamawag sa libreng nurmero ng telepono ng Serbisyo sa Miyembro na nakasulat sa imyong ID card.
CHINESE (F3c): B v B SE ar b « 3BT 8 i B s o BB

NAVAJO (Dine): Dinek’ehji shika’ a’dowol ninizingo, kwoji hodiitné 44 jilkeh béésh bee’ hane’jj T’44 doolé’é bina’ishditkidgo yeehdks’ adoojah &
binumber bee néého’delzin biniiyé naanitinigii bikéa’ doo.

Disclaimer;

This decument contains only a partiat description of the benefiis, limitations, exclusions and other provisions of this health care plan. It is not a policy. It is a general overview
only. It does not provide ail the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between this documant and
the policy, the terms and conditions of the policy will govern.

To see examples of how this plan might cover costs for a sample medical sifuation, see the next page.
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About these Coverage
Examples:

These examples show how this plan might cover
medical cara in given situations. Use these examples
to see, in general, how much financial protection a
sample patient might get if they are covered Under
different plans,

This is
not a cost
estimator.

Don't use thess examples to estimate
your aclual costs under this plan,

The actual care you receive will be
different from these examples, and
the cost of that care will also be
different,

See the next page for important
information about these examples,

B Amount owed to providers; $7 540

# Plan pays $6,570
B Patient pays $570
Sample care ¢osts!
Hospital charges {mother) $2,700
Routine obstetric care $2,100
_Hospital charges (baby) 5800
Aneslhesia e . $800.
Laboratorylests . $500
Prescriptions $200
Radiology $200
Vaccnes, other prevenlive $40
Total o §7,540
Patient pays.
Deductibles . 50
Copays ... $420.
Coingrance $0

B Amount owed to providers: $5,400
B Plan pays $4,220
& Patient pays $1,180

Sample care costs:

Presoriptions $2,900
_Medical Equipment and Supplies $1,300
_Office Vislls and Procedures $700

Edugalion $300
Laboratorytests . $100
_Vaccines, other preventive $100
Total o A 85400
Patient pays:

Deductibles $0
_Copays $1,100

Coinsurance $0

Limits or exclusions 580
“Total i+ s
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Questions and answers about the Coverage Examples:

What are some of the assumptions
behind the Coverage Examples?

Costs don't include premiums.

Sample cars costs are hased on national
averages suppliad by the U.S, Department of
Health and Human Services, and aren't
specific to a particular geographic area or
health plan,

The patient's condffion was not an excluded ¢r
preexisting condition.

Al services and treaiments starled and ended
in the same coverage period.

There are ne other medical expenses for any
member covared under this plan.
Out-of-pocket expenses are based only on
treating the condition in the exampls.

The patient received all care from standard
benefits tier providers. If the patient had
received care from other in-network or cut-of-
network providers, costs would have been
different.

What does a Coverage Example show?

For each treaiment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. lt also
helps you see what expenses miight be leff up to
you to pay bacause the service or freatment isn't
covered or payment is limited,

Does the Coverage Example predict my
OWh care needs?

¥ No, Treaiments shown are just examples, The
care you weuld recelve for this condition could
be differant based on your doctor's advice, your
age, how serious your condifion is, and many
other factors.

Does the Coverage Examp]e predict my
future expenses?

% No. Covarage Examples are not cost
estimators. You can't use the examples to
astimate costs for an actual condition. They are
for comparative purposes only. Your own costs
will be different depending on the care you
receive, the prices your providers charge, and
the reimbursement your health plan allows,

Questions: Call 1-800-782-3675 or visit us at www.blusgrossma.com,

i you aren't dlear about any of the underlined terms used in this form, see the Glossary. You can
view the Glossary at www.bluecrossma.comisheglossary or call 1-800-782-3675 1o

i Fisbeird b af i s Cless
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request a copy.
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Can | use Coverage Examples to
compare plans?

v Yes. When you look at the Summary of

Benefits and Coverage for other plans, you'll find
the same Coverage Examples. When you
compars plans, check the “Patient Pays” box in
each example. The smaller that number, the
more coverage the plan provides.

Are there other costs | should consider
when comparing plans?

v Yes. An important cost is the premium you

pay. Generally, the lower your premium, the
more you'll pay in out-of-pocket costs, such as
copayments, deductibles, and coinsurancs,
You should also consider contributions to
accounts such as health savings accounts
{HSAs), flexible spending arrangements (FSAS)
or heaith reimbursement accounts (HRAs) thal
help yeu pay out-of-pockat expenses.
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CC Compliance

"This health plan meets Minimum Creditable Coverage Standards for Massachusetts residents that
went into effect as of January 1, 2014, as part of the Massachusetts Health Care Reform Law.,

Hhue Cross Biua Shield of Massachusetts |s an Independent Licensee af the Blue Cross and Biue Shistd Assnclatlon. @ Registered Marks of the Blue Cross
and Blue Shisld Assoclatlon. © 2015 Blue Cross and Blue Stlald of Massachusells, Inc., and Blue Cross and Biua Shield of Massachusetts HMC Blus, Inc.
#138512B5 55-0647 (6/14) 160M



Information About the Plan

This health plan includes a tiered provider network called HMO Blue Options v.5. Members in this

plan pay different levels of cost share (copayments, co-insurance, and/or deductibles) depending on the

benefits ticr of the provider furnishing the services. A provider’s benefits ticr may change. Overall changes to

the benefits tiers of providers will happen no more than ence each calendar year. IFor help in finding the benefits
tier of & provider, visit the online provider scarch tool at www.bluecrossma.com/findadoctor and search for :
HMO Blue Options v.5.

Blue Cross Blue Snleld of Massachusalis i an Independent Licansee af the Blue Cross and Bhus Shield Asseclation. @ Registered Marks of the Blua Cross
and Blue SHild Assoclatian, ® 2016 Blue Grass and Blus Shigle of Massachusatts. Irs., and Blua Groas and Blus Shield of Massachusetts HMO Blue, Inc.,
152800K8 55-1251 (8/16)



